In general, East, Central and Southern Africa appear to be worse affected by HIV-1 infection than West Africa. So far there is little evidence to suggest that differences in either sexual behaviour or numbers of sexual partners could account for this disparity. Two risk factors in men for acquiring that tend to vary along this geographical divide, are lack of circumcision and genital ulcer disease (GUD) which are much less common in West Africa. Although uncircumcised men with GUD are an important high frequency HIV-1 transmitter core group, few interventions have targeted such individuals. Given the recent expansion in AIDS-related technologies, is it possible that methods effective in limiting GUD in the preantibiotic era have been overlooked? During the first and second world wars, chancroid, the commonest cause of GUD in Africa today, was controlled successfully with various prophylactics including soap and water. Many parts of Africa are undergoing social upheaval against a background of violence, and in this environment soap and water prophylaxis would now seem to merit re-evaluation as an intervention for preventing both GUD and HIV-1 in uncircumcised men. By facilitating healing of traumatic, inflammatory and infected penile lesions, pre-and post-exposure prophylaxis with soap and water could be a cheap and effective method for decreasing the risks of acquiring GUD and HIV in this vulnerable group of uncircumcised men. (Genitourin Med 1993;69:297- One STD syndrome, genital ulcer disease (GUD) has been consistently implicated as a risk factor for acquiring HIV-1. In some populations the proportion of HIV-1 infections attributable to GUD in men may be 75-98%.12 Another independent risk factor for HIV-1 in men is lack of circumcision'3 which may itself be a risk factor for chancroid,14 1 ' a common cause of GUD in Africa. Analysis of male circumcision practices in Africa indicates a high degree of correlation between the intact foreskin and geographical locations with a high prevalence of HIV-1 infection.'617 Furthermore, although data are limited, it would seem that GUD1820 and lack of circumcision 16 17 in men are more common in East, Central and Southern Africa when compared to West Africa and are, with a few exceptions, almost invariably associated with a higher prevalence of HIV-1. These exceptions may be readily explained: thus, in the Ivory Coast male circumcision is not practised universally and HIV-1 infection in men is associated with GUD and lack of circumcision21; in Ghana three-quarters of AIDS cases are said to be acquired outside the country, most being in female prostitutes returning from neighbouring countries22; the high prevalence of GUD in the Gambia,23 where male circumcision is almost universal, may reflect partial rather than complete removal of the foreskin.24 What is the mechanism that puts uncircumcised men with or without GUD at increased risk of HIV and what interventions could be implemented in this group?
Current global estimates of the numbers of persons infected with HIV-1 indicate a much larger problem in sub-Saharan Africa than elsewhere. Factors associated with the rapid spread of HIV-1 infection in Africa include poverty, lack of education, a high prevalence of sexually transmitted diseases (STD) and prostitution.' In Africa the heterosexual transmission of HIV-1 is highly efficient and many women become infected despite limited numbers of sexual partners. 2 Interventions that reduce this rate could have a significant impact in limiting the spread of HIV-1 and are most cost effective if introduced as early as possible in the time course of the epidemic.3 Initial prevention programmes were directed at whole populations but subsequently high-frequency STD transmitter core groups have been targeted for HIV related education and information. Interventions concentrated upon both prostitutes and their clients4 5 and truck drivers6 have proved to be cost effective in limiting the spread of HIV infection. 4 However, as the epidemic progresses and spreads into the general population, other core groups, perhaps not so readily identifiable will need to be sought. Because HIV-1 is transmitted more easily from male to female than vice versa and, outside of the established core groups, men in Africa probably have more sexual partners than women,7 it would seem logical to target those men whose sexual practices and behaviour put them at risk of acquiring HIV-1 infection.
Within Africa the spread of HIV-1 has not been uniform. Marked In a study of 73 men in Nairobi, Kenya who acquired a genital ulcer from a single sexual exposure with a prostitute of lower socioeconomic status, 8% also acquired HIV-1." Furthermore, a cumulative 43% of uncircumcised men who acquired an ulcer seroconverted to HIV-1. Clearly these men possessed an abnormality that predisposed to both HIV-1 infection and chancroid, the commonest cause of GUD in Nairobi. The pathogenesis of the GUD (chancroid, syphilis and donovanosis) is still unclear but probably requires an initial minor abrasion of normal skin. In many developing countries such abrasions are common in uncircumcised men with poor standards of genital hygiene and areas of mucosal discontinuity on the penis are present almost constantly. The moist environment beneath the foreskin hinders rapid healing of subpreputial abrasions and also provides an excellent receptacle for the retention of sexually transmitted pathogens. Previous infection with chancroid may be complicated by phimosis, tissue scarring with contraction and deep pitting crevices along the coronal sulcus. The ensuing damage to the superficial subpreputial mucosa, which may be exacerbated if traumatised by sexual intercourse, forms a highly plausible entry point for HIV-1. Conversely, in developed countries where the prevalence of GUD is low and standards of personal hygiene are much higher, such abnormalities are uncommon in uncircumcised men.
Few follow-up studies of men with chancroid have been undertaken but observations from the 1940-50s and even earlier may be relevant to the control of GUD in Africa now. In one study of 1402 UN military personnel with chancroid in Korea in 1952,14, a high incidence of sequelae was recorded. Ulcers at the preputial margin were often destructive leaving a triangular defect in the prepuce and in others, healing resulted in a cicatrix which constricted and narrowed the preputial opening. It was noted that both in this report and in a study of chancroid amongst army personnel in the USA,25 that the numbers of cases in blacks was disproportionately greater than whites despite similar exposure risks. Although these studies were conducted amongst army personnel and generally undertaken in a war environment they bear direct comparison with parts of Africa today. The threat of personal injury through everyday violence, as if in a war situation, is a reality in many African countries and may explain a relative relaxation of sexual mores and disregard of STD symptoms in some communities.
Despite interventions directed at all aspects of transmission, the spread of HIV-1 infection continues unabated in many countries. Although the burden of infectious diseases is still a major cause of morbidity and mortality in Africa, control programmes have been successful in reducing the incidence of many diseases. However The practicalities of providing soap and water will vary from country to country and may be impossible in times of drought or in remote rural areas. The ever increasing numbers migrating to cities where large sectors of the population already live in shacks or squatter settlements with poor utility services and a variable water supply are an on-going problem that is undoubtedly accelerating the course of the HIV-1 epidemic. However, increased access to water for personal hygiene could be a feasible objective in these areas if requested as a priority by public health authorities. Where limited State resources preclude provision of water, washing facilities could be provided in the workplace. Employers could be encouraged to improve facilities and their co-operation motivated if made to realise that their work-force could be drastically reduced by the epidemic. Elsewhere this intervention could be introduced initially at sites where core groups of uncircumcised men with GUD seek health care-thus, STD clinics, general practitioners, hospital outpatients and pharmacies could all be targeted. Education would entail practical demonstration of how to retract and clean beneath the foreskin and lengthy explanation would not be required. The concept of HIV-1 transmission through penile abrasions or ulcers is a simple one and would be expected to provide sufficient incentive to improve personal standards of genital hygiene. Furthermore, this message could readily both be passed on from father to son and included as a component of AIDS education in schools. Although the prevalence of GUD in women and therefore the risk of acquiring HIV-1 attributable to GUD may be considerably less than in men12, women could play an important role in this intervention by stressing the importance of genital hygiene in their male partners.
The problem of GUD control in countries with significant HIV-1 problems now merits urgent reappraisal in the light of the strong association between GUD, the intact foreskin and acquisition of HIV-1. In many ways the problem has been compounded by the natural history of GUD whereby genital herpes and primary syphilitic chancres resolve spontaneously thereby justifying therapies dispensed by traditional healers and strengthening the belief that medical treatment is not always necessary. In some communities STD are still a source of shame and embarrassment, a perception often reinforced by the attitudes of unsympathetic staff. Late presentation is common and many will have resorted to treatments with little proven therapeutic value from various diverse sources elsewhere. An undoubted benefit of improved genital hygiene would be increased acceptance of patients on a social level by medical and paramedical staff who would, in turn, be better able to communicate and deliver health education more effectively and enthusiastically.
The problem of AIDS in Africa is inextricably linked to poverty and lack of education and at present there are no more obvious available medical solutions than political or economic ones. An intervention such as improving genital hygiene should ideally impinge on the whole population but could not be implemented by medical or healthoriented agencies alone. All agencies involved with assisting developing countries should place AIDS high on their agenda and reassess how their individual expertise could be best deployed against the spread of HIV-1. Agencies involved in improving both access to, and supplies of water, could have a lot more to offer than realised previously.
Although neither the precise timing nor mechanism of female to male transmission of HIV-1 is known, it would seem plausible that infected secretions could be retained beneath the foreskin thereby enhancing viral transmission. Could soap and water prophylaxis have an impact in preventing HIV transmission outside Africa? In Asia and the Indian SubContinent male circumcision is uncommon"3 and HIV-1 infection is increasing rapidly particularly amongst commercial sex workers and their clients. Post-exposure prophylaxis with soap and water could offer some degree of risk reduction in men having unprotected sex with high risk partners.
It must be said that many cases of HIV-1 amongst heterosexuals are transmitted when poor genital hygiene, GUD and lack of circumcision are not relevant. However, the evidence now is that the overwhelming majority of HIV-1 infections in African men are attributable to these factors. Although primary prophylaxis with application of soap and water to the genitalia in uncircumcised men will not be a universal solution for preventing HIV-1 infection, and should not be regarded as a substitute for correct use of condoms, this method may be effective against both chancroid29 and syphilis. 32 The corollary is that by protecting against GUD and penile abrasions, the risk of acquiring HIV-1 by men in high risk core groups will be reduced. This intervention could be evaluated by studying men with GUD and assessing recurrences following a health education programme stressing the importance of both pre-and post-exposure prophylaxis with soap and water. Resources directed at approaching the HIV/STD/GUD problem using those principles of STD control shown to be effective in times of war may offer a more cost effective approach than some of the complex technologies already in operation that are unlikely to be sustainable in the developing 
